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24/8/101467
Regarding “Assessment of ocular perfusion after
carotid endarterectomy with color-flow duplex
scanning”
To the Editors:
In the recent report by E. Jerry Cohn, Jr, and col-
leagues (J Vasc Surg 1999;29:665-71), the discussion
contains an error in the sentence, “The use of the OPG
has been largely abandoned…because concern existed
about the nonphysiologic pressures that were applied to
the globe….” The maximum intraocular pressure gener-
ated with the ocular pneumoplethysmograph (OPG-Gee)
is 145 mm Hg. This is a physiologic intraocular pressure.
It has been shown that vigorous contraction of the mus-
cles involved in eyelid closure elevates the intraocular
pressure to 90 mm Hg.1 Other investigators demonstrat-
ed that simple rubbing of the eye elevates the intraocular
pressure to the 150 to 250 mm Hg range.2 Most individ-
uals perform this act several times a day, every day of their
lives, and it is instinctive. One need only witness the tired
child with both fists boring into the respective orbits as
relief is sought as a result of a few mm Hg decrease of the
intraocular pressure. Less remote is the medical student
preparing for the first examination in gross anatomy, who
leans back, after hours of studying, and vigorously rubs
the eyes. The effect is simple, elevation of the intraocular
pressure above ophthalmic systolic pressure, interruption
of arterial inflow and increase of fluid outflow, resulting
in a reduction of the intraocular pressure by several mm
Hg, which feels good and is most physiologic! The
intraocular pressure is elevated by increasing the tension
in the corneoscleral shell, and the two methods of
increasing the tension, scleral indentation and scleral vac-
uum, are identical in their effect on the globe. The instru-
ment and its application have been defended in the oph-
thalmic literature.3-6
Oculo-oscillodynamography (OODG-Ulrich), men-
tioned by the authors, was developed by an ophthalmolo-
gist.7 This instrument closely parallels the OPG-Gee in
design and function. Recent papers attest to the value of
this device.8,9
One wonders why, in their series of 29 patients, the
authors excluded the data from the eyes contralateral to
the side of operation. A recent report contains the bilat-
eral ocular volume change per minute, before and after
carotid endarterectomy, in 1737 patients.10 Of particu-
lar interest, in the latter report, is the considerable dif-
ference in ocular hemodynamics that exists between
male and female patients.
William Gee, MD
Lehigh Valley Hospital
Vascular Laboratory
Allentown, Pa
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24/41/100905
Reply
My co-authors and I appreciate the comments of Dr
Gee. We would join countless other members of our spe-
cialty in praise of his innovative contribution to the non-
invasive diagnosis of carotid artery occlusive disease.
Nevertheless, I believe that he has taken statements
made in our manuscript somewhat out of context.
Indeed, the emphasis of the statement he notes is that
the use of oculoplethysmography (OPG) was abandoned
because duplex ultrasound scanning provided more
accurate and direct hemodynamic evaluation of disease
of the carotid bifurcation. Surely, this is undeniable. The
mention of suction applied to the globe of the eye dur-
ing the performance of OPG was noted as a secondary
concern. Clearly, countless OPGs were performed over
the years with only anecdotal ocular complications being
observed. Nevertheless, as any member of our specialty
in my generation would testify, there were more than a
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few vascular technologists who were concerned about
the performance of this examination and more than a few
patients who complained about it.
We certainly would not deny the validity of the physi-
ologic observations Dr Gee had made, particularly regard-
ing the medical student exhausted after his or her study of
(we hope) arterial anatomy. In light of his observations, it
may indeed be beneficial to distribute OPGs to our med-
ical students for ocular relaxation. I know we have at least
two in our laboratory that we are not using, and I would
be glad to contribute to such an excellent cause.
The ocular flow velocity data were recorded from
contralateral eyes of all patients but were not analyzed in
this report. There was a wide variety of contralateral
carotid disease that would have made interpretation of
these data difficult and certainly not possible to be strati-
fied on the basis of sex and the small number of patients.
Nevertheless, in the evaluation of normative values in our
laboratory, we have noted no identifiable differences in
ophthalmic artery or central retinal artery flow velocities
between the sexes.
William R. Flinn, MD
Professor and Chief
Division of Vascular Surgery
University of Maryland Medical Center
Baltimore, Md
24/41/100906
Regarding “The value of late computed tomographic
scanning in identification of vascular abnormalities
after abdominal aortic aneurysm repair”
To the Editors:
We read the article by Kalman et al (1999;29:442-50)
with interest and were surprised by the relatively high inci-
dence of proximal false aneurysms. We also were
impressed by the number of relatively large diameter grafts
that were used for aortic replacement and would suggest
that the two events may be related. In the article, Fig 2
plots the implantation diameters of 46 of the prostheses
used in the study (the remaining 47 grafts did not appear
in the figure), and it appears that 18 (39%) were of a diam-
eter of 20 mm or greater.
During the last 18 months, we have repaired 109
infrarenal aortic aneurysms with maximum transverse
diameters of between 5.0 and 10 cm. Only one patient
required a graft as large as 20 mm. Table I indicates the
range of graft sizes that were used, from which it is appar-
ent that most patients (80 of 109) required a graft of 16
mm or less.
This difference either reflects a variation in the
anatomic size of the aorta between North America and the
United Kingdom or suggests that technical factors may be
of significance. The latter seems more likely and implies
that the use of larger grafts in this series was necessary
because the proximal anastomosis was fashioned to
aneurysmal aorta in a proportion of cases, thus accounting
for the high incidence of false aneurysms.
Nadeem Mushtaq, MB, BS
Michael J. Gough, MBChB, ChM, FRCS
Shervanthi Homer-Vanniasinkam, MBBS, MD, FRCS
Andrew I.D. Mavor, MBChB, MD, FRCS
Vascular Unit
The General Infirmary at Leeds
United Kingdom
24/41/102049
Reply
We thank Mushtaq and associates for their comments
regarding our recent publication. The 94 patients who
underwent computed tomographic (CT) follow-up exami-
nation were reflective of the entire cohort of 668 patients in
the Canadian Aneurysm Study. Specifically, as summarized
in Table I, there was no difference between the two groups
with respect to the graft diameter. Thus, there was no dif-
ference in graft diameter selected by surgeons in the group
that was followed with late CT scanning as compared with
the entire cohort. However, the data reported by Mushtaq
and colleagues shows that the graft diameter was slightly
smaller in their experience with 109 patients in their series.
An analysis of the Canadian Aneurysm Study data
shows that the median graft diameter used was 18 mm.
The distribution for all 668 patients is summarized in the
accompanying figure (Fig 1).
Furthermore, in a multivariate model, we found that
age (P = .022), male gender (P = .001), systolic blood pres-
sure (P = .001), and maximum diameter of the aneurysm (P
= .001) were all related to the graft diameter selected by the
surgeon. We therefore conclude that the small difference
observed between the graft diameter selected in the
Mushtaq series and the diameter in the Canadian Aneurysm
Study are likely related only to patient criteria.
Thus, we do not accept the hypothesis that the 7.5%
incidence rate of proximal false aneurysms that we report-
ed at 8 to 9 years after abdominal aortic aneurysm repair
is the result of the use of larger grafts fashioned to accom-
modate a larger proximal or perhaps aneurysmal proximal
cuff. Further, in a 30-year, population-based study, Hallett
and associates2 reported that after a mean follow-up peri-
od of 5.8 years anastomotic false aneurysms were found in
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Table I. Range of graft sizes
Size of proximal Bifurcated
anastomosis (mm) Tube graft graft
14 mm 5 11
16 mm 23 41
18 mm 10 18
20 mm 0 1
